Introduction
============

Child and adolescent mental health is an important issue on the international public health agenda.[@bib1] According to researchers working in conflict zones, however, there is still a serious dearth of systematic empirical information about war-affected and displaced youth.[@bib2] Published reports have mainly focused on the identification of traumatic stress and other negative sequelae of war. There is a need to broaden the evidence in conflict and disaster settings to examine all psychosocial dimensions of mental health,[@bib3; @bib4] and to identify factors underlying both vulnerability and resilience[@bib5] to social and economic upheaval in the wake of war. Published work emphasises crucial gaps in research, policy, and practice for war-affected children,[@bib6; @bib7; @bib8] which demand rigorous research to gain informed understanding of psychosocial wellbeing and mental health. In this context, a child-focused assessment of trauma, suffering, and social functioning is essential.

Afghanistan has endured a combination of armed conflict, widespread poverty, and social injustice. Education and health-care systems have been severely crippled, as are community networks of social support.[@bib9; @bib10] Large-scale surveys have shown a broad spectrum of mental health problems in the adult population---including depression, anxiety, and post-traumatic stress---associated with sex and exposure to traumatic events.[@bib11; @bib12] However, no systematic survey has focused on young people, although an unpublished UNICEF study in 1997 reported that, among the 300 children interviewed in Kabul, 90% thought that they would die in the war, whereas 80% said they were sad, frightened, and unable to cope with life.[@bib13] Conversely, a qualitative study led by Save the Children in 2001--02,[@bib14] of 436 children and 215 adult carers in Kabul, argued that the lives of young Afghans were not dominated by fear and war-related trauma.

We did a large-scale survey of mental health in three areas of Afghanistan. To assess child mental health and life adversity from the viewpoint of several informants, we interviewed children, caregivers, and teachers in schools. Schools were the best point of contact for drawing a community sample, ensuring interview privacy, and delivering a complex protocol. We could not overcome barriers to a systematic sampling of families whose children were not sent to school. However, since the fall of the Taliban in 2001, school attendance has grown exponentially for both girls and boys in primary and secondary education. In 2004--05, estimates were that 64% of 7--14-year-old children---48% of girls and 77% of boys---were enrolled nationally,[@bib15] and in central and northern Afghanistan demand is especially high. Our aim was to focus on the needs of 11--16-year-old students who were regarded as old enough to report adverse experiences, health, and social functioning. In line with an integrative approach bridging medical and social understandings of war-related trauma,[@bib16] we assessed the nature of mental health problems, testing specific associations with sex, traumatic events, caregiver mental health, and sociodemographic characteristics. We also examined exposure to, and nature of, traumatic experiences.

Methods
=======

Study design
------------

From April 26, to Dec 12, 2006, we did a two-stage, school-based cross-sectional survey, interviewing students and their primary caregivers and teachers ([figure 1](#fig1){ref-type="fig"}). To capture a range of historical, social, and economic experiences, we selected three research sites (Kabul, Bamyan, and Mazar-e-Sharif municipalities) in central and northern Afghanistan, excluding areas in the south and southeast for security reasons. We built on similar surveys in 2004 in Wardak province where schools could not be randomly selected, and in 2005 in Afghan refugee camps of Pakistan where the protocol was successful, enabling us to refine rapport-building strategies and test instrument reliability.

We adopted a stratified random-sampling design. Because school records were not centrally available, exhaustive lists of all state-operated schools (n=257 in the three areas), with size of student population, had to be obtained from local administrative offices. In the first stage of sampling ([figure 1](#fig1){ref-type="fig"}), we drew a random sample of 25 schools, with probability sampling proportional to size, and with additional stratification in Kabul across its 16 educational zones to achieve spread across city areas. To provide balanced geographical and sex coverage, we selected eight or nine schools per research site, with equal numbers of boys and girls per school (we drew a total of 14 single-sex schools and 11 co-educational schools). For each participating school, we enlisted teachers to compile up-to-date, age-specific class lists for grades 5--10, which cater for 11--16-year-old students. Because of curtailed education under the Taliban regime, each grade includes a wide age range of students.

In the second stage of sampling, we drew a random sample of students, selecting a minimum of 40 participants from each school (20 boys and 20 girls from co-educational schools, which hold separate morning and afternoon shifts for opposite sexes).

We aimed for 290 participants per area, on the basis of power calculations from pilot work that used identical screening instruments with 11--16-year-old Afghan schoolchildren, caregivers, and teachers (α=0·05, two-sided test to detect a 5% difference in prevalence rates for primary outcomes). Our target sample was 15% above this number. Rapport was developed by initiating school-based activities before the survey, offering small, locally-appropriate gifts to respondents (eg, refreshments or notebooks) and schools (eg, heaters and water coolers), and health checks on nutritional status and blood pressure (but not medical care). All selected students agreed to participate and were keen to be interviewed because of the novelty of our research activity. Caregivers (adults with direct responsibility for the children) were recruited through the students. They included male or female parents or other relatives, reflecting the strict gender segregation of daily life and the role of extended families in childcare. To do 40 multi-informant interviews within 10 days for every school, we contacted 1260 students, met with 1021 caregivers (81%), and interviewed 1020 within the allocated time; only one father refused to participate. If a caregiver did not come to school, we could not obtain informed consent, and therefore did not interview the child. Teachers repeatedly asked why all students could not be included; as a matter of courtesy, we interviewed (but excluded from the dataset) a few keen volunteers, unselected by random procedures.

A small team of well-trained researchers moved sequentially from school to school, which maximised data quality and comparability, and rapport and participation. Field researchers, already experienced interviewers, were given 3-weeks\' field training by the senior academics and project manager. Training included interview techniques sensitive to gender, age, and ethnic origin, and measurement of health status. Blood pressure measurements helped to establish rapport with participants; high or low blood pressure is a local idiom for anxiety or depression, respectively. Three male and three female staff (fluent in Dari and Pashto) were contracted for 8 months to interview students, caregivers, and teachers in face-to-face, private encounters on school premises. One professional translator handled all verbatim data. An Afghan doctor helped with health checks and referrals. Two Afghan clinical psychologists were involved in piloting and reviewing instruments.

The project manager, fluent in English and local languages, liaised with schools, explained the survey to participants, checked completed questionnaires every day, and verified translations of verbatim data. Study investigators were on-site during staff training, instrument pretesting and review, data collection, translation, and assessment. The protocol was approved by Durham University, the Ministry of Education in Kabul, its subsidiary departments in Kabul, Bamyan, and Mazar-e-Sharif, and all school directors. Informed consent was obtained from parents or guardians first, then from children and class teachers, in verbal form.

Screening
---------

We used several screening instruments for child and adult mental health ([figure 2](#fig2){ref-type="fig"}), which were chosen on the basis of simplicity, reliability, good psychometric properties for the target group,[@bib17] and extensive use for research in schools, as well as surveys in low-income, conflict, or disaster settings (eg, in Gaza, Bosnia, Bangladesh, and Pakistan; [webappendix pp 1--3](#sec1){ref-type="sec"}). If no clinical revalidation is possible, such instruments effectively screen for probable mental health disorders and/or symptoms of distress in children and adolescents. An Afghan clinical psychologist, with professional experience in Afghanistan and the UK, translated instruments from English to Dari and Pashto. Independent of each other, one professional translator and one linguist undertook blind back-translations.

Sets of translations and back-translations were systematically reviewed for content validity by an Afghan group of bilingual or trilingual fieldworkers and academic staff with expertise in social work, anthropology, and clinical psychology, then vetted by experts in psychology or psychiatry from the UK and the USA. Three extensive pilot surveys, including measurement (test--retest) reliability, were done in Afghan communities (Wardak, Peshawar, and Kabul). These steps conformed to procedures for preparing instruments in transcultural research.[@bib18]

The Strength and Difficulties Questionnaire (SDQ) was implemented with students, primary caregivers, and main teachers to identify children for whom a psychiatric disorder was unlikely, possible, or probable. The SDQ is a simple and effective screening tool that provides balanced coverage of behavioural, emotional, and social issues,[@bib19; @bib20] and can be self-completed by children aged 11 years or older. Four sub-scales (assessing emotional, behavioural, hyperkinetic, and peer problems to reflect ICD-10 and DSM-IV criteria) yield a total score for mental health difficulties, and a fifth taps strengths (prosocial behaviour). Supplementary questions measure the impact of a child\'s difficulties in terms of distress and interference with everyday home life, friendship, classroom learning, or leisure activities. The SDQ predicts psychiatric disorders on the basis of both symptoms and their impact, and can triangulate ratings across child, parent, and teacher responses, which proves more accurate than ratings from only one informant.[@bib21; @bib22] Single-informant SDQ ratings have been used and validated in Bangladesh,[@bib23] Pakistan,[@bib24; @bib25] Yemen,[@bib26] and Gaza.[@bib27] The multi-informant categorisation of children[@bib28] can be achieved by a computerised [algorithm](http://www.sdqscore.net) predicting that disorders are likely to be present where symptom scores exceed 95th centiles and impact scores are definite or severe. This algorithm has been validated in the UK and Bangladesh,[@bib23; @bib28] and works equally well in both settings. We developed [SDQ versions](http://www.sdqinfo.com) in both Dari and Pashto. Two other instruments were given to students. The Birleson Depression Self-Rating Scale (DSRS) is a brief screening tool (18 items, 3-point scale) for child depressive symptoms,[@bib29] which discriminates effectively between severely and non-severely depressed children, although various cutoff points are used in publications. The Child Revised Impact of Events Scale (CRIES-13 items, 4-point scale) measures the impact of traumatic experiences; scores of 17 or more for the 8 items relating to intrusion or avoidance indicate a level of distress consistent with post-traumatic stress.[@bib30] We developed DSRS and CRIES versions in Dari and Pashto for the [Children and War Foundation](http://www.childrenandwar.org).

For caregiver mental health, we used two screening tools, one international and one culturally specific, validated for Afghanistan.[@bib31; @bib32; @bib33] The Self-Reported Questionnaire (SRQ; 20 items, yes/no responses) is recommended for epidemiological research in low-income countries.[@bib31; @bib34] The Afghan Symptom Checklist (ASCL; 23-items, 5-point scale) was developed specifically in Kabul to measure psychological distress with culturally specific terminology.[@bib32; @bib33]

For both children and caregivers, we implemented a traumatic events checklist adapted from the Harvard Trauma Questionnaire[@bib35] and the Gaza Traumatic Event Checklist.[@bib36] Our review panel selected 20 (yes/no) items covering various events pertinent to Afghanistan, differentiating, where appropriate, direct experience from witnessing or hearing reports of an event, and one yes/no item to allow for any other traumatic experience. Two additional items obtained information about which lifetime event had been the most distressing (from those reported), and when it had occurred. All participants were given the time and opportunity to explain responses in depth, allowing for contextualisation of meaning, time, and place for all items reported. Interviewers recorded statements verbatim. For students, we implemented CRIES for the event reported as most distressing.

Sociodemographic data (eg, displacement, economic status, education, household characteristics) were obtained from caregivers. We featured different markers of financial security, including a material wealth index (MWI) based on household ownership of 15 prespecified items. Other data (health checks, interviews on aspirations, and social environment) are not reported here.

Statistical analysis
--------------------

We used binary SDQ outcomes (probable *vs* possible or unlikely psychiatric disorder) with a standard algorithm based on multi-informant ratings of symptoms and impact scores.[@bib22; @bib23] We also used binary outcomes for CRIES to assess current psychological impact of the most (if any) distressing item reported ([table 1](#tbl1){ref-type="table"}). We used the full range of scores for other outcomes (DSRS, SRQ-20, and ASCL) to show results per unit increase (additional symptom reported on a dimensional scale) rather than arbitrary or disputed thresholds to discriminate poor or good mental health.[@bib31] Psychometric scales showed good internal reliability (Cronbach\'s α\>0·74 for child and α\>0·84 for adult outcomes).

We tested associations between three main outcomes (SDQ and CRIES with logistic regression, and DSRS with linear regression) and 11 a-priori risk factors: sex of child, exposure to trauma, residence area, ethnic origin, caregiver mental health, type of caregiver, child and parental education, age, displacement history, material wealth, and household demographic composition. We then built multivariate models (informed by a-priori hypotheses and univariate analyses) with five predictor variables in the following order: sex, traumatic events, caregiver mental health, residence area, and child age. We excluded other variables (eg, wealth and education) and potential effect modification (interaction with sex, age, or wealth) that had no significant effect on mental health outcomes. We present regression models with all five predictors to facilitate comparison across multiple outcomes ([table 2](#tbl2){ref-type="table"}). Statistical analyses were adjusted for within-school sex distribution and clustering by school and area (using STATA version 8.2), which accounts for the probability of selecting boys and girls in participating schools, and common variance within the clusters, producing robust standard errors and conservative estimates for group comparisons. Sensitivity analyses using linear or categorical data (eg, for trauma events) yielded similar findings.

We analysed reports of trauma in terms of exposure and nature of events. For multivariate analysis, we examined the total number of events reported and four categories of exposure (0, 1 and 2, 3 and 4, or 5 or more events). For presentation, we grouped the 21 yes/no trauma event checklist items into six types of events: severe physical injury, witnessed severe violence to another person, death or disappearance of a close relative, living in a combat zone, forced displacement from home, and other event. We did this categorisation for all reported events ([figure 3](#fig3){ref-type="fig"}) and the most distressing lifetime event ([figure 4](#fig4){ref-type="fig"}). For the latter, we systematically reviewed respondent statements about the specific trauma reported. Content analysis of these verbatim descriptions,[@bib37] transcribed and reviewed manually by the research team in both English and vernacular languages, was used to categorise these reports into subtypes of traumatic experience. These subgroups are shown in [figure 4](#fig4){ref-type="fig"} for three of six main categories to illustrate the range of events reported.

Role of the funding source
--------------------------

The sponsor of the study had no role in design or conduct of data collection or data analysis. The corresponding author had access to all the data in the study and had final responsibility for the decision to submit the manuscript for publication.

Results
=======

Our sample, which had equal sex representation across study sites, included 1011 students, 1011 primary caregivers, and each child\'s main classroom teacher ([figure 1](#fig1){ref-type="fig"}). Caregivers included 380 mothers (37·6%), 248 fathers (24·5%), and 128 close female (12·7%) or 255 male (25·2%) relatives (aunts or uncles, grandparents, or older siblings). The dataset excluded nine cases with missing variables of interest.

The mean age of students was 13·5 years (SD 1·6), with 5·7 years (1·9) of formal education. Eight of ten (82·7%) had been displaced because of conflict, economic reasons, or both, including 45·1% displaced three or more times (data not shown). One of ten children had lost one or both parents. Two of ten worked outside school hours. Unpaid work included service in market stalls or family-owned restaurants; paid work consisted of peddling goods, weaving carpets, and working as apprentices; boys earned less than 50 pence a week in apprenticeships. Most households (n=601, 59·4%) were rated as very poor or poor, being unable to feed, shelter, or clothe family members adequately. They averaged 5·6 (SD 3·2) MWI items: 532 (52·6%) had a piped water supply, 775 (76·7%) a radio, and 534 (52·8%) a mobile phone. Most mothers (n=723, 72·6%) and 358 (39·0%) fathers had no formal education (data not collected on deceased individuals).

Among students, 224 (22·2%) met the criteria for a probable psychiatric disorder as predicted by multi-informant SDQ ratings based on symptoms and impact scores ([table 1](#tbl1){ref-type="table"}). Sex differences were pronounced for any predicted psychiatric disorder, emotional disorders, and depression, with girls having poor mental health relative to boys ([table 1](#tbl1){ref-type="table"}; all p\<0·0001). No significant sex differences were noted for CRIES, with 242 (23·9%) students having strong feelings of intrusion and anxiety indicative of post-traumatic stress. All measures of child mental health and social functioning were significantly associated, indicating agreement across multiple informants and different measures (correlations not shown). Associations between child and caregiver mental health were also strong (eg, p\<0·0001 between a child\'s SDQ ratings and the caregiver SRQ-20). These associations remained significant after disaggregation by type and sex of caregiver.

Four variables independently predicted SDQ ratings: being a female child, exposure to multiple traumatic events, caregiver\'s symptoms of poor mental health, and residence in Kabul ([table 2](#tbl2){ref-type="table"}). The same variables were associated with symptoms of depression. As for CRIES, no associations were identified with sex or residence area, but only with number of traumatic events, caregiver mental health, and age of child. Material wealth and paternal or maternal education had no effect on child outcomes. The same results were obtained from analyses based on the culturally-specific ASCL instead of SRQ-20 for caregiver data.

Two risk factors---trauma exposure and caregiver mental health---were present across all three measures of child mental health. Exposure to five or more traumatic events was strongly predictive of poor outcomes ([table 2](#tbl2){ref-type="table"}). In particular, CRIES intrusion and avoidance scores showed a dose-response effect (with ORs increasing for three or four, and five or more events). The effect on children of caregiver mental health was also consistent, albeit modest ([table 2](#tbl2){ref-type="table"}). Other variables were significant for only one or two outcomes. Thus, child sex predicted SDQ ratings and symptoms of depression, but not CRIES ([table 2](#tbl2){ref-type="table"}).

Regarding traumatic events, 642 of all students (63·5% \[60·5--66·5\]) had at least one traumatic event ([figure 3](#fig3){ref-type="fig"}) and 8·4% \[6·7--10·1\] were exposed to five or more events. No sex differences existed by category of traumatic experiences (except forced displacement, p\<0·036).

The most distressing lifetime trauma was related to violence; this encompassed injury, witnessing violence to another person, the death or disappearance of close relatives, living in a combat zone, and forced displacement ([figure 4](#fig4){ref-type="fig"}). In relation to injury, children reported serious accidents, severe beatings by relatives or neighbours, frightening medical treatments, and painful illnesses without medical care; only four respondents mentioned war-related events such as landmine injury. In relation to witnessing violence, children reported war-related events (summary executions or beatings during Taliban rule, deaths from rocket explosions, and mutilated or dead bodies), but also community and domestic violence. Deaths and losses of close relatives were mainly related to war, but also included accidents and criminal acts. The lifetime events reported as most distressing included both past and present exposure to violence, during the Taliban period and after the fall of their regime in 2001.

Discussion
==========

Our school-based survey of child mental health in central and northern Afghanistan yielded systematic data for 11--16-year-old students. We provide evidence for several risk correlates, such as female gender, traumatic events, caregiver mental health, and residence area.

Our study shows the feasibility and value of working in schools to identify the nature and risk correlates of child mental health, using lay interviewers and brief screening instruments.[@bib34] Teachers said that they had not previously reflected on the effect that mental health difficulties could have for scholastic performance, and students commented that they had never previously been asked about their feelings related to school and home experiences. In this socially conservative context, many female caregivers had never been given the opportunity to visit the school or meet their child\'s teacher. Our study raised awareness of the importance of child mental health issues within school settings and suggests that school-based interventions could be well received.

Community interventions, in the form of school-based mental health programmes, are novel, localised initiatives in Afghanistan,[@bib38] but already advocated[@bib24] and successful[@bib39] in Pakistan, and for children affected by political violence in the West Bank and Gaza,[@bib40] and Indonesia.[@bib41] Afghan Government policy has recognised the need for public health interventions to alleviate trauma, mental health disorders, and psychological distress in the general population.[@bib10] There is, however, an acute shortage of qualified mental health care practitioners, constraints on the current provision of basic health and social services,[@bib42] and inherent challenges in creating effective youth-focused programmes.[@bib43; @bib44] Emerging consensus advocates several layers of support for mental health programmes in emergency settings: those targeting the family and community, as well as those offering more specialist care for those in clinical need.[@bib4]

We emphasise two robust predictors of poor mental health outcomes for young Afghans: exposure to multiple trauma and caregiver mental health. Exposure to multiple trauma is consistent with published findings. We draw attention, however, to the importance of everyday violence that is not only consequent on acts of war. This emphasis broadens understanding of trauma and places it in the context of everyday forms of suffering, violence, and adversity. The consistent, albeit modest, parent--child associations for mental health outcomes point to psychosocial suffering being embedded in household dynamics and shared adverse experiences. Our findings lend support to interventions that address mental health issues in the family and community, framing policies to strengthen whole family units and improve their access to basic social, health, and educational services.[@bib10]

Gender differences in emotional problems for adolescents are well known across cultures.[@bib20; @bib21] In our sample, girls showed a two-fold risk for predicted psychopathology compared with boys, and more symptoms of depression ([table 1](#tbl1){ref-type="table"}). Among Afghan adults, gender differences in mental health are pronounced.[@bib11; @bib12; @bib31] An unexpected finding[@bib20] is the burden of emotional and behavioural problems for boys (SDQ ratings for emotional disorders exceeded those for conduct disorders). Following other published work,[@bib45] we found no gender differences for symptoms indicating post-traumatic stress (as measured by CRIES).

Consistent with published research on war zones,[@bib5] exposure to traumatic events was strongly associated with mental health outcomes. The experience of five or more traumatic events trebled the risk of probable psychiatric disorders and post-traumatic stress, also increasing depression symptoms. Reports of trauma were related to violence, but not confined to acts of war: accidents, painful medical treatments, and beatings by close relatives or neighbours greatly outnumbered war-related events (involving landmines or combat) in reports of severe physical injury. There was ongoing exposure to violence: children who had witnessed relatives executed or beaten by Taliban and *mujahideen* militia were still exposed to community and domestic violence (eg, the beating of their mother or sibling by male relatives).

Child--caregiver associations were also consistent across multiple indicators of mental health status. We presented these associations in terms of each additional symptom reported by caregivers on a 20-point symptom scale rather than use SRQ-20 thresholds with disputed significance in the published literature.[@bib31; @bib46] Thus, each additional symptom reported by caregivers increased the odds of multi-informant ratings for child psychiatric disorder by 11%. Results from analyses using the culturally-specific instrument (ASCL) for caregiver mental health were the same as those generated with the international instrument (SRQ-20; data not shown). A small but significant effect was also recorded for depression and CRIES, per additional caregiver symptom reported. Associations between child--caregiver mental health have not been previously reported in Afghanistan, but are consistent with the few studies on war-affected adolescents that were able to obtain parent and child data.[@bib5] Our data suggest that caregiver\'s mental health is correlated to the wellbeing of the young individuals under their care.

The greater burden of mental health problems in Kabul than in Bamyan and Mazar-e-Sharif was an unexpected finding of this survey, because violent conflict is etched in the social and political past of all three communities. Children living in Kabul showed higher rates of probable psychiatric disorder and increased depression symptoms than children living in the other two areas, but no differences in symptoms akin to post-traumatic stress. Residence in Kabul was also a risk factor for caregiver mental health (data not shown). We relate area-specific findings to the multiplicity of current social and economic stressors in the capital,[@bib47; @bib48; @bib49] where overcrowding, high living costs, widening inequalities, pressure on resources, and day-to-day stressors might compound other adversities directly related to war. This explanation, while plausible, requires investigation.

Factors other than war-related trauma produce severe psychological distress in conflict-affected populations, but are often not given the attention they deserve.[@bib33] Two large-scale studies of adults in Afghanistan[@bib11; @bib12] have shown high prevalence of mental health problems associated with female sex and exposure to traumatic events; however, in both surveys, the most common trauma was lack of food or water and ill-health without medical care. In other studies, adult mental health for Afghans was associated with day-to-day social stressors,[@bib47; @bib48] poverty,[@bib46] and socioeconomic inequalities in access to housing, social care, and health care.[@bib50] In our study, poverty and lack of education predicted mental health outcomes for adult caregivers (data not shown), but not for children. One qualitative study[@bib14] focusing on children showed that psychosocial wellbeing was mainly affected by daily stressors such as environmental threats (eg, road conditions and traffic accidents). Daily stressors are not to be conflated with traumatic experiences. However, in the aftermath of war, the notion of trauma overlaps with that of social suffering, drawing significance from consequences in both medical and social domains.[@bib51]

This perspective cautions against simplistic characterisations of trauma. In Afghanistan, there is a spectrum of violence---ranging from armed insurgency to family conflict---which generates sudden pain and persistent suffering. Our data suggest that, in Afghan children\'s lives, everyday violence matters just as much as militarised violence in the recollection of traumatic experiences. As their most traumatic lifetime experience, respondents identified trauma events linked to physical and social stressors with great repercussions on family dynamics, safety, and health ([figure 4](#fig4){ref-type="fig"}). Some children identified severe domestic beatings, a severe accident, or a frightening medical treatment as more traumatic than having witnessed parents and grandparents being killed in rocket attacks. Conversely, others identified as their most severe trauma the death of a relative killed in the past rather than recurrent distressing experiences of severe domestic beatings. The selective prioritisation of a particular event does not mean that it is, by itself, the cause of mental distress.[@bib3] However, it suggests that children assign significance to war-related, community, and family traumatic events on the basis of their current life circumstances and needs.[@bib52]

Evidence of psychological suffering must be balanced, however, against evidence of fortitude and coping with adversity. Our survey data fall just within the expected range for emotional and behavioural disorders in children---namely, an overall rate of 10--15% in children in the general population, which can increase up to 20% in regions of socioeconomic adversity.[@bib53] Thus, 22·2% (95% CI 19·6--24·7) of students met multi-informant SDQ criteria for probable psychiatric rating, twice the rate (9·6%) found in UK national school-based surveys[@bib28] using the same method. Students, caregivers, and teachers reported many symptoms of mental health difficulties, but also rated the child\'s social functioning positively (across domains of home, classroom, social, and leisure activities). By age 11--16 years, Afghan teenagers live in a society with multiple exposures to adverse and violent events, affecting everyday personal and social experiences. In this study, 642 (63·5% \[60·5--66·5\]) child respondents reported exposure to traumatic events; 242 (23·9% \[21·3--26·6\]) showed substantial psychological distress in the wake of their most frightening lifetime event. The exposure to five or more traumatic events has striking consequences for mental health, but some measure of resilience exists in negotiating the effect of one or two traumatic experiences ([table 2](#tbl2){ref-type="table"}). Other published studies have emphasised that war-affected adolescents can have both severe symptoms of psychopathological illness and competent social functioning,[@bib3; @bib54] and that focusing on symptoms, without examining social effects, leads to high rates of mental health disorders.[@bib55]

This study has some limitations: sampling bias, respondent bias, and instrument diagnostic validity. Sampling bias was introduced by purposively choosing three geographical areas (not representative of the country overall) and failing to include children whose families could not, or chose not to, send them to school. Our survey captured a random sample of schoolchildren, yielding the first dataset on a growing proportion of Afghan boys and girls attending state-sponsored schools. Because children not attending school might be at greater risk of mental health disorder than those attending school,[@bib21] the sampling bias is likely to underestimate relations observed in our data.

A limitation of psychiatric research is that respondents have different competence and sensitivity when reporting mental health difficulties.[@bib21; @bib22] Strict cultural prescriptions for gender segregation and assignment of responsibility for adolescents influenced which caregiver came for the interview (72% were fathers or male guardians for boys and 73% were mothers or female guardians for girls). Female caregivers, who suffered poorer mental health than male caregivers, might have rated their children more negatively, which would exaggerate sex-based associations between adult and child mental health. However, the study derives methodological strength from providing ratings on mental health difficulties and social functioning across three informants (children, caregivers, and teachers):[@bib28] this is almost never implemented in low-income or war-affected countries.[@bib21] Also, men and women might have been differentially inclined to report their distress or aggravate their problems to show a need for material assistance, although we paid careful attention to issues of communication, rapport, time, and privacy.

We used screening tools that are useful and valid in a range of western and non-western cultures, and in low-income, middle-income, and high-income countries, but without clinical revalidation in Afghanistan. Our methodological strengths lie in the use of several instruments, with attention to cross-cultural reliability and validity.[@bib18; @bib56] The multi-informant SDQ ratings go beyond symptoms: these systematically include respondents\' own assessments of the functional and social significance of a child\'s mental health difficulties, in terms of causing distress and impairment in daily life. We are aware of debates regarding the relevance of absolute thresholds for community-wide screening across cultures[@bib31] and the important distinction between general psychological distress (suffering) and severe mental health disorder (pathology).[@bib57] Rather than seeking to establish prevalence rates for specific psychiatric disorders, we focus on risk factors for mental health problems and psychological distress, and the robustness of findings with different instruments.
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###### 

Mental health status of Afghan 11--16-year-old students and caregivers

                                                   **Male (n=503)**               **Female (n=508)**             **Total (n=1011)**
  ------------------------------------------------ ------------------------------ ------------------------------ ------------------------------
  **Child\'s probable psychiatric disorder**                                                                     
  SDQ multi-informant ratings, any disorder        70 (13·9% \[10·9 to 17·0\])    154 (30·3% \[26·3 to 34·3\])   224 (22·2% \[19·6 to 24·7\])
  Emotional                                        51 (10·1% \[7·5 to 12·8\])     131 (25·8% \[22·0 to 29·6\])   182 (18·0% \[15·6 to 20·4\])
  Conduct                                          20 (4·0% \[2·3 to 5·7\])       29 (5·7% \[3·7 to 7·7\])       49 (4·8% \[3·5 to 6·2\])
  Hyperkinetic                                     1 (0·2% \[−0·2 to 0·6\])       2 (0·4% \[−0·2 to 0·9\])       3 (0·3% \[−0·1 to 0·6\])
  **Child\'s symptoms of depression**                                                                            
  DSRS score                                       7·82 (3·67)                    8·83 (4·33)                    8·33 (4·05)
  **Child\'s symptoms of post-traumatic stress**                                                                 
  CRIES scores in high range (≥17)                 106 (21·1% \[17·5 to 24·6\])   136 (26·8% \[22·9 to 30·6\])   242 (23·9% \[21·3 to 26·6\])
  **Caregiver\'s mental health**                                                                                 
  SRQ-20 international instrument                  5·50 (3·74)                    9·43 (4·53)                    7·47 (4·59)
  ASCL culturally-specific instrument              38·02 (10·98)                  52·43 (15·82)                  45·26 (15·41)

Data are mean (SD) or number (% \[95% CI\]).

###### 

Variables associated with child mental health outcomes

                                            **Likelihood of psychiatric disorder**[\*](#tbl2fn1){ref-type="table-fn"}   **Symptoms of depression**[†](#tbl2fn2){ref-type="table-fn"}   **Symptoms of post-traumatic stress**[‡](#tbl2fn3){ref-type="table-fn"}                                    
  ----------------------------------------- --------------------------------------------------------------------------- -------------------------------------------------------------- ------------------------------------------------------------------------- ---------- --------------------- ----------
  **Sex of child**                                                                                                                                                                                                                                                                                
  Male                                      1                                                                           ..                                                             ..                                                                        ..         1                     ..
  Female                                    2·47 (1·65 to 3·68)                                                         \<0·0001                                                       0·86 (0·24 to 1·48)                                                       0·009      1·16 (0·85 to 1·59)   0·325
  **Child exposure to traumatic events**                                                                                                                                                                                                                                                          
  None reported                             1                                                                           ..                                                             ..                                                                        ..         ..                    ..
  1, 2 events                               0·97 (0·72 to 1·31)                                                         0·850                                                          −0·01 (−0·51 to 0·49)                                                     0·970      1                     ..
  3, 4 events                               1·07 (0·69 to 1·65)                                                         0·768                                                          1·41 (0·63 to 2·19)                                                       0·001      2·05 (1·35 to 3·10)   0·002
  ≥5 events                                 2·58 (1·36 to 4·90)                                                         0·006                                                          1·73 (0·70 to 2·77)                                                       0·002      3·07 (1·78 to 5·30)   \<0·0001
  **Caregiver\'s mental health problems**                                                                                                                                                                                                                                                         
  SRQ-20 (per symptom reported)             1·11 (1·08 to 1·14)                                                         \<0·0001                                                       0·07 (0·01 to 0·13)                                                       0·019      1·06 (1·02 to 1·09)   0·002
  **Area of residence**                                                                                                                                                                                                                                                                           
  Kabul                                     1                                                                           ..                                                             ..                                                                        ..         1                     ..
  Bamyan                                    0·29 (0·17 to 0·51)                                                         \<0·0001                                                       −2·19 (−3·06 to −1·31)                                                    \<0·0001   1·15 (0·69 to 1·89)   0·578
  Mazar                                     0·37 (0·23 to 0·57)                                                         \<0·0001                                                       −2·42 (−3·29 to −1·55)                                                    \<0·0001   0·98 (0·70 to 1·37)   0·893
  **Child age**                                                                                                                                                                                                                                                                                   
  (Per year increase)                       1·00 (0·89 to 1·13)                                                         0·968                                                          −0·05 (−0·23 to 0·12)                                                     0·526      1·19 (1·04 to 1·36)   0·016

Data are number (95% CI). OR=odds ratio. Analyses are adjusted for within-school sex distribution and clustering by school and residence area.

Multi-informant SDQ ratings (logistic regression for probable *vs* other outcome, n=1011).

DSRS scores reported by child (linear regression, n=1011).

CRIES scores reported by child (logistic regression for 0--17 *vs* ≥17, n=642 for sub-sample reporting exposure to traumatic experiences.
